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Summary Report 
 
 
An evaluation of maternity care provided in three Sure Start 
Local Programmes in Islington 
  
 
This report summarises the key findings and recommendations. The methods and 
detailed findings are described in the full report and further analysis of the 
quantitative data is in a supplementary report “Detailed quantitative analysis and 
findings.” Both are available from Islington Sure Start. 
 
 
1.0 Introduction  
This project was commissioned to gain a better understanding about the impact of 
different approaches to the provision of maternity services operating within three Sure 
Start areas in Islington, Hillmarton, Holloway and Copenhagen. The first approach 
provided funding for two additional midwives in the Manor Gardens team based at the 
Whittington Hospital so that caseload midwifery was provided for women living in 
Holloway. A second Sure Start Local Programme Area, Copenhagen, employed a 
Maternity Health Care Assistant and the third, Hillmarton, had no enhanced service 
for maternity care.  
 
Over time, the areas changed their approaches due to staff leaving and recruitment 
difficulties. This meant that for the evaluation a ‘time line approach’ to analysis was 
employed. Figure 1 provides an outline of changes in service provision over the years 
1999 to 2005.  For the quantitative part of the evaluation, data from 1 March 2003 to 
31 August 2005 were analysed. During this period, Copenhagen had employed a 
Maternity Health Care Assistant and Hillmarton had no extra service. For the 
qualitative part, data were collected from women who had given birth between 1 
September 2005 and 28 February 2006 at which time Hillmarton employed 1.5 
Maternity Health Care Assistants and Copenhagen had no enhanced service. At all 
times in the evaluation Holloway provided a Caseload midwifery service. See Table 
1.1. 
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 Table 1.1. Approaches to maternity services within Sure Start areas operating during 
the quantitative and qualitative analysis periods  
 
 
Time period 
 
Caseloading 
Model 
 
Maternity Health 
Care Assistant 
Model 
 
Standard 
Model 
 
Quantitative 
Analysis 
 
March 2003 – 
August 2005 
 
HOLLOWAY 
 
COPENHAGEN 
 
HILLMARTON 
 
Qualitative 
Analysis 
 
Sept 2005 – March 
2006 
 
HOLLOWAY 
 
HILLMARTON 
 
COPENHAGEN
 
 
In addition, each Sure Start Local Programme provides a diverse range of activities 
and services of use to women during their pregnancy and after. This is illustrated in 
Tables 1.2. and 1.3. The following is a brief description of each area at the time of the 
evaluation.  
 
 
1.2 Description of the three areas 
1.2.1  Holloway – Caseload Midwifery 
In Holloway Sure Start funded the employment of two extra midwives in the 
Whittington Hospital so that a caseload midwifery service could be provided. In this 
model each woman is allocated to a named midwife for the duration of her antenatal 
appointments, her labour and her postnatal home care. Unlike standard care, the 
antenatal appointments are at home and organised at the convenience of both client 
and midwife. The exception to this is when a scan is needed or if the client is in need 
of an interpreter, in which case appointments can occur in the hospital. Furthermore, 
postnatal home visits are extended to 28 days, double the hospital standard of 14 days. 
At the time of interviews, each midwife was partnering with another midwife so that 
when she was off call she could be covered by her partner. In this way the client 
knows both midwives and therefore it is hoped she will have one of the two attending 
her at birth. Due to high caseloads, sometimes women cannot be seen by one of the 
pair during her birth. Since the two extra midwives were appointed in a team from the 
Whittington Hospital, only women who access antenatal care through the Whittington 
will have a caseload midwife. Women who access antenatal and delivery care through 
hospitals other than the Whittington did not have a caseload midwife except for their 
postnatal home care.  
 
Sure Start Holloway provided an array of groups and activities similar to those 
provided in the other two Sure Start Local Programme areas such as a breastfeeding 
group and baby massage (See Table 1.2). Services relevant to the maternity targets 
were also available (Table 1.3) which included links with smoking cessation services 
and a service level agreement with Child and Adolescent Mental Health Services for 
additional services related to pre and postnatal depression. 
1.2.2 Hillmarton  
No enhanced midwifery services were available in Hillmarton during the quantitative 
data collection period (see Figure 1) and thus Hillmarton was able to act as a control 
for the quantitative analysis. During the qualitative data collection period Hillmarton 
employed 1.5 Maternity Health Care Assistants at the Whittington hospital, similar 
links with University College Hospital have subsequently been considered. The 
Maternity Health Care Assistant provides general administrative support for the 
midwifery team as well as support to the women through help with breastfeeding and 
advice on the care of the newborn. Maternity Health Care Assistants also register 
women to Sure Start and promote Sure Start activities to them.  
 
Activities offered in Hillmarton are shown in Table 1.2. They included a 
breastfeeding group which was supported by the Maternity Health Care Assistants and 
actively encouraged by them. There was also baby yoga and baby massage. 
Hillmarton was the only area to employ a smoking cessation counsellor and also the 
only area of the three not to have a service level agreement with Child and Adolescent 
Mental Health Services. This meant that although the heath visitors in the area were 
trained to do listening visits for women at risk of post-natal depression, they could not 
refer women to a psychologist in Child and Adolescent Mental Health Services. Adult 
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mental health services are available, however, and one woman in the Hillmarton 
qualitative sample had been successfully referred to a psychologist there.  
1.2.3  Copenhagen  
Due to recruitment difficulties which are discussed in the main report, Copenhagen 
had no enhanced service for maternity care during the qualitative data collection 
period and thus acted as a comparator in the qualitative evaluation. The Goodinge 
midwifery team at the Whittington serves both Copenhagen and Hillmarton. This 
means that the same midwives will receive some administrative assistance from the 
Maternity Health Care Assistants in Hillmarton but the women who live in the 
Copenhagen area do not receive any assistance from them. This was the reverse of the 
situation during the earlier quantitative data collection period.  
 
Unlike the Sure Start areas of Holloway and Hillmarton, where the majority of 
women access antenatal care and give birth at the Whittington hospital, women from 
Copenhagen access care from a range of hospitals. Only about a fifth of women in this 
area access maternity care through the Whittington hospital. The primary reason for 
this appears to be the geographic location of hospitals in Islington, relative to the 
Copenhagen Sure Start area, with other hospitals notably University College Hospital 
London being closer the Copenhagen Sure Start area than the Whittington.  
 
Similar Sure Start activities were available in Copenhagen, as Table 1.2 shows, such 
as a breastfeeding group and a ‘play and stay’ group. On the other hand, Copenhagen 
was the only Sure Start Local Programme area to have a Fathers’ Group and a 
‘Childminder and baby group’. There were also links with smoking cessation services 
and a service level agreement with Child and Adolescent Mental Health Services in 
Copenhagen.  
Table 1.2 Sure Start Group Activities 
Groups or activities offered (September 2005 – February 2006) 
 
 
Sure Start 
Local 
Programme 
Area 
 
Young 
Parents 
Group 
 
Mother and 
baby exercise 
class 
 
Adult 
Exercise 
Class 
 
Childminder 
and Baby 
Group 
 
Baby 
Massage 
 
Breast 
feeding  
Group 
 
Free 
Crèche 
 
Fathers 
Group 
 
Alternative 
Therapies 
 
First Time 
Parents 
Group 
 
Baby Play 
Group 
 
Baby 
Yoga 
Copenhagen 9  9 9 9 9 9 9  
 
 9  
Hillmarton 
(Maternity 
Health Care 
Assistant) 
 9  9     9  9  9   9  9  9  9 
Holloway 
(Caseloading) 
 9    9    9  9  9    9    9   
 
Table 1.3 Sure Start Services Offered 
Services offered  
 
Sure Start 
Local 
Programme 
Area 
Caseload 
Midwifery 
Maternity Health 
Care Assistant  
Smoking Cessation 
Counsellor 
Smoking Cessation 
Services 
CAMHS Psychologist 
Service for PND 
Health Visitors trained in 
listening visit 
Breastfeeding  
Group 
 
Copenhagen 
 
 
 
9 
(quantitative data 
analysis period) 
 
 
 9  9  9  9 
Hillmarton 
(Maternity 
Health Care 
Assistant) 
 
9 
(qualitative data 
analysis period) 
9 9  
 
9  9 
Holloway 
(Caseloading) 9  
 
 
 
9 9 9 9 
 2.0 Methods 
 
The methodology is grounded in a whole systems research model [1] using a case 
study analysis for each individual area and then comparing the three against one 
another. Evidence from both quantitative and qualitative data is drawn together to 
identify as far as possible the extent to which the different approaches to supporting 
maternity service provision in Islington have contributed to the Sure Start targets. 
 
2.1 Quantitative methods 
The quantitative part of the project involved a systematic review of local data 
collection systems, including data from hospital systems, child health data from the 
Islington Primary Care Trust, and databases used by Sure Start programmes. In 
undertaking the review several unanticipated events occurred, which limited the scope 
of this part of the project.  
 
Firstly, along with eight other primary care trusts in North East London, Islington 
Primary Care Trust had moved to a new child health system CHIA (Child Health 
Interim Application). Major problems were experienced with this system and as a 
result the Primary Care Trust was not able to provide relevant population based birth 
notification data, which were to form a key part of the analysis. Neither current data, 
nor past data which had been downloaded from the previous system could be 
accessed.  
 
Secondly, data from only one of two local hospitals, the Whittington, could be 
obtained within the project period, as University College London Hospital was 
experiencing problems with its recently installed new computer system. The 
unavailability of these data was a problem as it led to a gap in data about women from 
the Copenhagen area, a high proportion of whom do not deliver at the Whittington.  
Thirdly, problems with data quality meant only Whittington hospital data from 2002 
onwards were analysed. Without baseline data for an earlier period, any differences in 
outcomes could not be attributed to the new approaches to maternity care. Not 
withstanding these limitations, some quantitative data were available for analysis and 
it was possible to give a description of target areas and outcomes identified by Sure 
Start for each of the three areas.   
 
2.2 Qualitative methods 
In depth interviews were undertaken with five midwives involved in Sure Start 
programmes in Islington as well as the two Maternity Health Care Assistants 
employed in Hillmarton. Additional short (20 minute) telephone interviews were 
conducted with service providers in each of the three areas. This included Sure Start, 
Whittington hospital and Primary Care Trust staff. 
 
Thirty-eight interviews were undertaken with service users, the majority of which 
were face to face interviews lasting about an hour. These interviews were recorded 
and transcribed with permission from participants except for one participant who 
preferred notes taken.  Shorter more targeted interviews were conducted later in the 
data collection phase to fill gaps in the data and to ensure a wider pool of respondents. 
Telephone interviews were recorded via notes. Participants from both phases received 
a £10 Tesco voucher as a thank you for taking part in the study. The interview 
schedule was semi-structured in style and was designed to elicit experiences from all 
stages of the pregnancy, birth and looking after the newborn. In particular information 
was gathered about experiences with health and Sure Start services and how these 
interactions affected their overall experience. The constant comparison method of 
analysis was used to explore the emerging data.  
 
3.0 Findings 
Quantitative and qualitative evidence derived from the data in Islington on each of the 
Sure Start targets will be combined to give a composite picture of findings. Evidence 
from the literature will then be discussed and used to support recommendations. 
 
Additional contextual evidence from qualitative data will then be presented separately 
and used to develop an explanatory model of effectiveness of Maternity Sure Start 
Programme. 
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3.1 Smoking 
Accurate baseline data were not available for each Sure Start programme, but it was 
estimated that around 24% of women in the Islington area smoked during pregnancy.  
Data on smoking at delivery from 2004 to 2005 were available from the Whittington 
hospital. These showed that 11.7% of women in Holloway smoked at delivery 
compared to 22.3% in Hillmarton,  a significant difference. Smoking in Hillmarton is 
also noted to be higher than the national average of 17% women smoking in 
pregnancy.  
 
Ethnicity was identified as one factor that may be associated with the higher rate of 
smoking in Hillmarton, with women from ‘white’ backgrounds, who are more likely 
to smoke, making up a larger percentage of women in this area. The Hillmarton Sure 
Start area also includes the women’s prison. The rate of smoking among this sub-
group of the population is unknown, although it is expected to be higher than average. 
The expected association between smoking and low birthweight was found in 
Hillmarton, although data were not available to look at possible associations with 
other factors, notably social class, which is associated with both smoking and low 
birthweight.  
 
In both Holloway and Hillmarton between 20 and 30% of the women smoking before 
pregnancy had stopped by the time of booking, with a further 20 to 30% of women 
stopping before delivery. Overall, around 50% of smokers in both Holloway and 
Hillmarton areas continued to smoke throughout pregnancy however.  Data were not 
available to assess the effectiveness of smoking cessation services.   
 
All the women interviewed in the qualitative study knew about the adverse effects of 
smoking and alcohol on their unborn child and took their own decisions in relation to 
their use of these substances. None of the women reported drinking alcohol to excess. 
Of the few who smoked most gave up and the rest cut down the number of cigarettes 
smoked. Their decisions to cut down or stop smoking were related more to what was 
happening in their personal lives, in particular their ability to manage the stresses in 
their lives, than to any external input. Partners or family members were less likely to 
give up smoking though were reported to smoke outside the house once the baby was 
born. 
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 The findings on smoking among pregnant women in Islington reflect the broader 
literature on smoking cessation which indicates that smoking is very much related to 
deprivation and to ethnicity [2-4]. Box One gives the range of smoking cessation 
interventions identified in a recent Cochrane review of interventions to promote 
smoking cessation during pregnancy. The review concluded that “smoking cessation 
programs have been shown to increase smoking cessation, reduce preterm birth and 
low birthweight, and increase, mean birthweight, smoking cessation programs need to 
be implemented in all maternity care settings. Attention to smoking behaviour 
together with support for smoking cessation and relapse prevention needs to be as 
routine a part of antenatal care as the measurement of blood pressure. Local piloting 
of programs shown elsewhere to be effective would be a good place to begin. In order 
to avoid 'victim-blaming', or the perception of 'victim-blaming', attention needs to be 
given to the existing evidence on barriers to implementation in antenatal care. …. 
Interventions involving additional group sessions during pregnancy have been 
reported as being poorly attended in most settings, though accepted in two trials in 
Scandinavia”[5]. 
 
There was some evidence from the data that the smoking cessation counsellor was not 
well linked into Sure Start programmes. The findings, given above, reinforce the need 
to provide support for smoking cessation to pregnant women and their partners as an 
integral part of the obstetric and midwifery service rather than as a separate stand-
alone service. As the Cochrane review reports the approach to smoking cessation 
needs to recognise the social stressors associated with continued smoking that are well 
documented in the literature [5] and which were found in this study. The evidence 
both nationally and from this study highlights the need to support these women on a 
broader level in order to facilitate their attempts to reduce and stop smoking.  
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Taken from Lumley J, Oliver SS, Chamberlain C Oakley L Interventions to promote 
smoking cessation during pregnancy. The Cochrane Collaboration , The Cochrane Library 
2006, Issue 3.  
Box One Types of smoking cessation interventions 
(1) Information about the harmful effects of smoking on the foetus and infant, the mother 
herself or other family members (verbal, written or both). 
(2) Advice by a health professional to 'stop smoking'. 
(3) Supplementation of advice by reinforcement at subsequent antenatal visits. 
(4) Supplementation of advice by group counselling. 
(5) Supplementation of advice by the provision of peer support. 
(6) Supplementation of advice by recording smoking status, or measuring by-products of 
smoking at other antenatal visits. 
(7) Supplementation of advice by feedback of the effects of smoking on the foetus (foetal 
movements, foetal breathing, foetal heart rate). 
(8) Supplementation of advice by positive information about the foetus and foetal 
development (for example, describing the ultrasound in detail). 
(9) Individualised advice and support for smoking cessation based on 'stages of change'. 
(10) Provision of pregnancy-specific self-help manual on strategies for quitting. Provision 
of the following as an adjunct to information and advice:  • nicotine replacement therapy;  • telephone follow up with reinforcement of advice and strategies and incentives for 
quitting; • rewards. 
(11) Strategies to change the attitudes, knowledge and behaviour of healthcare providers 
with respect to smoking cessation. 
 
 
 
3.2   Breastfeeding 
Some population data were available to examine breastfeeding at birth. Baseline data 
for the year 2001-02 had previously been provided to Sure Starts Holloway and 
Copenhagen by Islington Primary Care Trust. Combining exclusive breastfeeding and 
mixed feeding at birth, in line with Sure Start target measurement, 57% of babies in 
Holloway and 66% of babies in Copenhagen were breastfed at birth. Islington Primary 
Care Trust was able to supply data from July 2003 onwards only for this evaluation, 
which indicated that the rate of breastfeeding at birth was highest in Holloway 
(86.5%), followed by Copenhagen (82.8%) and then Hillmarton (78.1%).  
 
Combining these data, significant increases in breastfeeding in Holloway and 
Copenhagen were found, coinciding with the introduction of caseload midwifery and 
Maternity Health Care Assistants in 2002. Breastfeeding rates increased by between 
20% and 30% in these areas. Without comparative data for Hillmarton, however, 
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these increases cannot be attributed to the approaches to midwifery services operating 
in Holloway and Copenhagen. It is possible that the increases are at least partly due to 
a general increase in breastfeeding seen across the UK during this time period.  
 
The rates of breastfeeding at birth in all three Sure Start areas compare favourably 
with the national breastfeeding rate, which was 78% in 2005. Increases in the 
initiation of breastfeeding have occurred in all three areas since the introduction of 
Sure Start programmes.  
 
Limited quantitative data were available on breastfeeding at 6 weeks and later points 
in time.  
 
Most women interviewed appreciated the importance of breastfeeding and expressed a 
wish to breastfeed. The post-partum period was particularly important in influencing 
and establishing breastfeeding. Many women did not receive access to Sure Start 
support for breastfeeding until 2 or 3 weeks after the birth. The findings suggest that 
support is required much earlier within the first 24 hours of birth and quite intensively 
during the first month following birth. Breastfeeding support needs to be responsive to 
each womens’ individual needs and difficulties. There is a definite role here for a 
trained Maternity Health Care Assistant. At the time of interviewing Maternity Health 
Care Assistants had not yet received training in breastfeeding assistance, although 
they had completed other training courses. Also, at this time Maternity Health Care 
Assistants were usually only visiting the women postnatally, normally two weeks 
after giving birth. 
 
The breast feeding group in Hillmarton was particularly well attended by our 
interviewees from that area and these women reported sustained breastfeeding more 
often than those in the other two areas. This group was run by an experienced peer 
supporter for breast feeding and was spoken of enthusiastically by the attendees. The 
Maternity Health Care Assistant was particularly influential in facilitating women to 
attend this and other group activities. Attendance at similar groups in Copenhagen 
declined steeply following the loss of Maternity Health Care Assistant and nursery 
nurse roles there. None of the women interviewed in Holloway attended the breast 
feeding group. Instead these women accessed one-to-one support for breast feeding 
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from their named midwife or Health Visitor. Quantitative data recorded by the Manor 
Gardens team, showed, however, that 88% of women receiving caseloading services 
in Holloway were still breastfeeding at 4 weeks and 97% of the women who initiated 
breast feeding were still breast feeding at 4 weeks. Caseloading therefore provides 
good support for breast feeding in these first four weeks, but fails to link women into 
other support groups such as the Sure Start  breast feeding group. This means that 
women lose the support after caseloading stops. From the combined data it would 
appear that either group or individual professional support for breast feeding is 
effective at supporting women to breast feed up to four weeks. Accessing a support 
group may improve social support and sustained breast feeding beyond four weeks 
however. The effectiveness of Maternity Health Care Assistants could be improved if 
they were enabled to make contact with women prior to birth or in the immediate 
post-partum period. 
 
Evidence from other research suggests that care received in postnatal care wards is 
particularly important in establishing breast feeding [6] but women interviewed in this 
study felt that assistance to breastfeed in the postnatal wards is not sufficient. 
Furthermore, it appears that the wards are not conducive to rest and recovery after 
delivery and do not conform to the environment recommended in the NICE guidelines 
as an appropriate environment to initiate breast feeding [7]. In the light of this, there is 
a need to review postnatal care provided at all hospitals used by women in Islington. 
It is unlikely that breast feeding rates will improve substantially unless this is 
addressed. 
 
Current postnatal midwifery practice at the Whittington hospital favours a ‘hands off’ 
approach to breast feeding support in the immediate post-partum period. The evidence 
on whether to provide women with ‘hands on’ or ‘hands off’ approach in the early 
postnatal period is inconclusive. However, a recent randomised controlled trial 
indicates that ‘hands off’ care is no more effective than routine care and may be less 
effective than routine care which included some ‘hands on’ care in establishing and 
maintaining breast feeding [8].  
 
In order to sustain breastfeeding and increase the length of time for which mothers 
choose to give breast milk rather than formula feed, peer support programmes and /or 
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lay support have been shown to be effective, the former particularly so with women 
on low incomes and those who have expressed a wish to breastfeed [6, 9].  
 
4.3 Mental Health 
Accurate baseline data were not available to measure postnatal depression but it had 
been estimated that 16.5% of mothers in the Islington area experienced this. A range 
of services are available in Islington.  
 
A service level agreement with Child and Adolescent Mental Health services 
(CAMHS) had previously led to the training of Health Visitors in the use of the 
Edinburgh Postnatal Depression Scale for assessment. If indicated by this tool five 
listening visits were undertaken by Health Visitors, the assessment was repeated and 
the woman referred on to mental health services if required. Holloway and 
Copenhagen had a service level agreement for referral of women with postnatal 
depression to CAMHS Psychology services, Hillmarton referred women to regular 
adult mental health services. 
 
No information on postnatal depression was systematically collected or recorded in 
local data collection systems. Some information was recorded by Health Visitors 
using the Edinburgh Postnatal Depression Scale and the provision of ‘listening visits’, 
but this was not well integrated into child health systems. Within Sure Start 
programmes, confidentiality issues meant that information about individual women 
was not provided by psychologists to Sure Start, and summary data were not routinely 
available. As a consequence, no quantitative data were available on this subject. 
  
In interviews, few women reported mental health issues but from those that did it 
appears that the Edinburgh Postnatal Depression Scale is well accepted and 
understood if it is then followed up by support from health care professionals. Women 
valued information about postnatal depression as it enabled some women to self-
diagnose and identify whether their current mental health was normal or whether they 
needed to seek help. The Maternity Health Care Assistants interviewed felt they had 
an important role in preventing postnatal depression and other health care 
professionals were keen to help women with this issue, usually through encouraging 
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them to attend group activities offered in the local Sure Start Programmes. Women 
spoke very positively about the effect of these groups on their well being indicating 
they may well provide valuable protection against the onset of mental health 
problems. 
 
Current guidelines on postnatal mental health recommend that routine assessment 
with tools such as the Edinburgh Postnatal Depression Scale is not undertaken [7]. 
Instead guidelines recommend that two questions are asked at postnatal contact 
(“During the last month, have you often been bothered by feeling down, depressed or 
hopeless?” and “During the last month have you often been bothered by having little 
interest or pleasure in doing things?”). Assessment is selective depending on the 
answer given to each question, with an element of professional judgement to be 
included in the assessment. Mild to moderate problems should be treated with 
listening support and psychological treatments in preference to drug treatment. It is 
recommended that a Health Visitor undertake up to five listening visits if mild to 
moderate mental health problems are identified, if they are not better after five visits 
they should be referred to a psychologist. It appears that current practice in Islington 
conforms to the recommendations in the guidelines provided that the Edinburgh 
Postnatal Depression Scale is not used routinely or in isolation. Furthermore, our data 
indicated that the Maternity Health Care Assistant has an important role in helping 
people with, or at risk of developing, mental health problems to access groups and 
other forms of social support. 
4.4 Access to antenatal care 
Some data were available from the Whittington Hospital to examine the timing of 
booking appointments and attendance at antenatal appointments for women who were 
booked and delivered at the Whittington Hospital. Women from the Holloway area 
were significantly more likely than women from Hillmarton to attend a booking 
appointment before 12 weeks pregnancy, and to attend the number of antenatal 
appointments recommended in NICE guidelines. This is likely to be associated with 
the provision of caseload midwifery for women from Holloway, where home visiting 
was available throughout the antenatal period. Women from Holloway were also more 
likely to access antenatal care later in pregnancy, after 20 weeks of gestation. This 
may be related to the transience of a subgroup of women from Holloway. Baseline 
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data were not available to examine whether women’s patterns of accessing antenatal 
care in the three Sure Start areas has changed over time.   
 
Most women attended antenatal appointments even though it was a struggle if they 
had toddlers or physical health problems. In the qualitative data collected here late 
booking was a result of lost and missing paper work and referrals or of women 
moving into the area late in their pregnancy. 
 
These findings indicate that maternity services in Islington appear to be having some 
success in engaging women early in pregnancy and throughout their pregnancy, 
particularly in the Holloway area where caseloading midwifery was available. The 
National Service Framework for Maternity indicates services need to be proactive in 
engaging all women early in pregnancy, particularly those from disadvantaged 
groups, and more women in the Sure Start areas need to be engaged earlier in 
pregnancy [10]. The National Service Framework also indicates a need for flexibility 
in services designed around the woman – the caseload approach in Holloway provides 
such flexibility, and the move to locating midwives within Children’s Centre is likely 
to provide increased flexibility for woman in other areas [10].   
4.5  Outcomes at birth 
The small numbers of low birthweight babies born in each of the three Sure Start 
areas makes it difficult to obtain robust estimates of the percentage of low birthweight 
babies and means that there is insufficient statistical power to detect changes in 
birthweight over time. Data from the Whittington Hospital suggest that 8.4% of 
babies born to Holloway women were low birthweight, as were 5.6% of babies born 
to women from Hillmarton. Analysis of child health data suggested that there has 
been a decrease in the proportion of low birthweight babies born to Copenhagen 
residents, but no difference was detected in Holloway or Hillmarton. This result 
should be interpreted cautiously as data from Islington PCT were available for this 
analysis only up until February 2004.  
 
Around two-thirds of women from the Sure Start areas who delivered at the 
Whittington Hospital had a spontaneous vaginal delivery, and just over half had a 
spontaneous onset of labour and delivery. The distribution of methods of delivery was 
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similar to that for all of England, and no significant differences were found between 
the three Sure Start areas. Overall, the pattern of complications at labour and delivery 
among women from the Sure Start areas also appeared similar to those for England, 
the small numbers of events limited the scope for comparisons.  
 
In undertaking this evaluation, it was anticipated that the small number of births in 
each of the Sure Start areas would mean that there would not be sufficient statistical 
power to be able to detect differences between areas. This is likely to be an on-going 
issue in monitoring outcomes such as low birthweight. Combining data over a period 
of a number of years increases power, but the small numbers of low birthweight 
babies mean estimates remain somewhat unstable.  
 
4.0 Qualitative findings on users’ and providers’ experiences 
 
4.1 Diet  
Women knew about the importance of eating a healthy diet and again made decisions 
depending on personal circumstances. Women living in temporary accommodation 
needed access to affordable healthy eating venues and/or more control over their 
kitchen space to improve their diet. 
 
4.2 Access to Sure Start support groups 
Most women understood Sure Start as the support groups, such as breastfeeding, tots, 
baby massage, and baby yoga shown in Table 1.2 rather than as caseloading 
midwifery or Maternity Health Care Assistants. These groups were appreciated by a 
lot of the women particularly those in Hillmarton. For women using them they 
provided an important social function and support and information network. Other 
women intended to use them but were finding it difficult to get sufficiently organised 
to attend. A third group of women did not respond to this type of service provision 
and are unlikely to engage with it.  
 
These three categories do not appear to be related to differences in the social 
circumstances of the women. They are more related to individual choice and lifestyle. 
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Women with toddlers as well as a new born baby were less likely to attend these 
groups because they were unsure how the toddler would manage in the group and 
found it easier to stay home. The Maternity Health Care Assistant had a role to play in 
helping women to get sufficiently organised to attend. For those women reluctant to 
attend groups some suggested the timing was wrong, or it did not suit their lifestyle. 
Others would have valued groups at a different time when partners were around to 
look after toddlers or when partners were around to attend groups with them or take 
toddlers to give them some rest. 
 
4.3 Population transience 
Women in Islington from all sections of society who were experiencing the birth of 
their first child were quite mobile. Many first time mothers were setting up home in 
response to the pregnancy, mostly with partners, in or around the area, and moving 
into and out of Sure Start areas as part of this process.  This created a high level of 
transience. Most women were identified by the universal services provided by Sure 
Start indicating a good communication system, although some felt they would have 
liked information about Sure Start services earlier in their pregnancy. Access to Sure 
Start services were important enough to influence decisions about where to live. One 
woman who moved into a Sure Start area maintained contact with her GP in another 
part of Islington because she valued the care given by this GP. This is also an 
important aspect of choice. Women who already had children seemed settled in the 
area. Most reported having had their previous children in the Whittington Hospital. 
These women were less likely to use Sure Start services because of the demands of 
their older children and the fact they had an established support network in the area. 
4.4 Hard to reach and Disadvantaged groups 
The evaluation found that ‘hard to reach’ and ‘disadvantaged’ groups had good access 
to Sure Start services despite being a highly transient population. In both Hillmarton 
and Holloway women designated as ‘hard to reach’ and ‘disadvantaged’ were 
accessed via the Sure Start data base and were included in the first round of 
interviews. Evidence from Copenhagen showed that, following the departure of first 
the Maternity Health Care Assistant and then the nursery nurse, access to Sure Start 
services declined rapidly. Copenhagen was the only area in which we were unable to 
access ‘hard to reach’ and ‘disadvantaged’ groups through the Sure Start database, 
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reinforcing the importance of the additional maternity roles in facilitating access for 
all women including ‘hard to reach’ and ‘disadvantaged’ women to these 
programmes. This provides evidence of the strength of the universal approach to 
service provision which characterises Sure Start programmes. It is important that in 
any future re-configuration of services such as the introduction of Children’s Centres 
that this access is not compromised. 
 
Despite targeted sampling for more disadvantaged groups, limited data are available 
due to shorter interviews and the use of interpreters. Available data suggest that these 
women have similar issues to the less ‘disadvantaged’ women. For example, women 
living in temporary accommodation are likely to have difficulties accessing care due 
to their mobility, similar to other women moving in and out of the area. This 
transience and the use of a shared kitchen can also affect their diet. Young mothers 
appear to appreciate peer support and networking available through teenage mother 
groups. Women with English as a second language were satisfied with the translation 
services or used their husbands, which they did not perceive as a problem. However, 
despite this there was some evidence that women who relied on their partners for 
translation did not always receive the information about Sure Start services. This 
maybe because partners did not think the Sure Start groups were relevant to non 
English speakers. Partners of non English speakers need to be helped to understand 
the needs of pregnant women and new mothers and encouraged to help their partner to 
access the support she needs. Ways of meeting the needs of non English speaking 
women need to be identified. 
 
4.5 Caseloading midwifery 
Caseloading midwifery increased the women’s satisfaction with the clinical care they 
received. In particular, women really valued the home visits. In the qualitative sample 
of 13 women eligible for caseloading midwifery services, ten gave birth in the 
Whittington where the Manor Gardens Team worked. The other three women were 
unaware of caseloading services available in the Whittington and chose other 
hospitals for a variety of reasons. Of the ten who gave birth in the Whittington, nine 
described having a named midwife and only one of these did not have her named or 
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partner-midwife attending at the delivery. In the other Sure Start areas, the majority of 
women expressed a desire for more continuity in their care.   
 
Local evaluations of practices which offer caseload midwifery have found that the 
continuity of carer appears to improve maternity outcomes including fewer 
interventions in labour [11, 12]. Given the increased satisfaction of users and the 
potential benefits for maternity outcomes, any move to reduce continuity in care 
should be avoided if possible.  
 
Continuity of care is advocated both by the NICE guidelines on antenatal care, which 
recommend that women receive continuity of care throughout the antenatal period by 
a small group of carers, as well as in the National Service Framework for Maternity 
which advocates continuity of support during pregnancy, childbirth and the postnatal 
period [10, 13].  
4.6 Service Delivery and Staff Support 
Difficulties in recruiting midwives for caseloading midwifery in Hillmarton appear to 
have arisen due to the heavy workload and low grade offered for the new positions, 
coupled with some perceived lack of support from management. In terms of retention 
of staff, it appears that although Holloway midwives have very high job satisfaction 
they also feel there is a lack of understanding about and support from management for 
their roles. Sure Start staff in all three Sure Start Local Programme areas were anxious 
about the future and what it holds for their jobs and their clients. 
 
Of the three models, it appears that caseloading midwives share more information 
with other agency groups. There are few formal meetings held in the Holloway area, 
however and such meetings would be useful for working together and not just sharing 
of information. In Copenhagen, staff across agencies appear to be working together 
better than in the other two Sure Start Local Programme areas. This is likely to be due 
to the length of the programme and the Nursery Nurse post which is shared between 
Islington Primary Care Trust and Sure Start Copenhagen.  
 
The Maternity Health Care Assistants were funded by Sure Start and based in the 
midwifery team which provided services for both Hillmarton and Copenhagen. 
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Midwives reported greater knowledge of the Copenhagen Sure Start Local 
Programme area while the Maternity Health Care Assistant was in post and better 
information about the Hillmarton Sure Start Local Programme area now that 
Maternity Health Care Assistants are there. Additionally, the Maternity Health Care 
Assistants share some information about clients with the midwives, usually through 
their manager, but not so much directly with Sure Start.  
  
4.7 Issues in data collection and systems for monitoring 
Given the lack of data available for certain outcome areas, the Islington Sure Start 
Unit asked for some recommendations concerning data collection systems to ensure 
that in future data will be available for monitoring.  
 
Ideally, local population-based data should be available in order for the impact of 
local Sure Start programmes to be monitored. The new interim child health system in 
Islington, CHIA, should have provided some population data, such as breastfeeding at 
birth and 6 weeks. A committee, chaired by the Deputy Director of Public Health for 
London was convened in the summer of 2006 to review CHIA and alternative systems 
and make recommendations for the future. Even if functioning, CHIA would not have 
provided other required data, for example about smoking during pregnancy; 
breastfeeding at 4 months, or support for postnatal depression.  In theory, the National 
Programme for IT should bring together data from across the health system at a 
population level, but there is considerable scepticism about whether and when this 
will happen and the problems with CHIA have increased concerns. In the meantime, it 
is suggested that there is a need for functioning hospital and child health systems and 
for them to work more closely together to provide data needed. For example: • Information on smoking during pregnancy is collected in hospitals. This could 
be included in birth notification form data which is forwarded to child health 
systems so that population based rates can be derived.   • Currently data are not collected about breastfeeding at four months. There is 
scope to collect this information at the four month immunisation appointment 
attended by most children and return it to the child health system along with 
the immunisation data. 
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• Mental health data collected by health visitors should be better integrated or 
linked into the child health systems, although further thinking is also needed 
about how postnatal depression and support for women should be monitored.  
 
There were many gaps in data collected by Sure Start Local Programmes. These 
problems of missing data need to be addressed so that contact with particular groups, 
such as lone or teenage parents can be monitored. Issues concerning the identification 
of contact during the antenatal and postnatal period also need to be resolved. A more 
comprehensive review of databases used by Sure Start Local Programmes would be 
required in order to make further recommendations about their potential for future 
monitoring.  
 
5.0 Findings and the Whole Systems Approach 
 
The data analysis has revealed the usual disjuncture between qualitative and 
quantitative data with quantitative data able to supply population trends but an 
incomplete picture; and qualitative data able to describe experience but not generalise 
that experience to larger populations. This section attempts to integrate where possible 
findings from both sets of data and develop an explanatory model which could be 
used to inform future policy. This will be done using the whole system methodology 
described in the original tender document. 
 
This methodology is comprised of four principle perspectives on the whole system: 
 • The causal system • The data system • The organisational system • The patient/user experience 
 
The causal system will be represented through an explanatory model which links data, 
organisation and user experience. 
 
The Sure Start targets create data points (data system) which link individual 
experience and behaviour to population level information systems. The organisational 
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system is structured to provide the support required to enable individual users to meet 
targets. User behaviour is partly shaped by access to the organisational system and 
policy is based on the assumption that their experience of this system will influence 
the extent to which their behaviour reflects the Sure Start targets. 
 
The data on user experience indicate that most users were aware of the health 
behaviours associated with Sure Start targets i.e. most users recognised the need to 
stop smoking, reduce alcohol intake, eat a healthy diet and to breastfeed their child. 
 
The organisational system offered a variety of services to help service users to realise 
these aims.  
 
For the most part smoking behaviour, alcohol intake and diet were behaviours that 
were managed independently of the support services provided by Islington Sure Start. 
The exception was women in temporary accommodation who identified difficulties in 
eating a healthy diet because of lack of control over kitchen space. More access to 
affordable healthy eating venues for these women or more control over kitchen space 
are required if these women are to be supported to eat healthily during and after 
pregnancy. 
 
The evidence from the literature indicates that smoking cessation is effective in 
helping pregnant women to reduce or stop smoking but it appears that it is particularly 
effective when integrated into existing ante-natal care (Lumley et.al 2006). More 
integration of smoking cessation services with midwifery services could increase the 
effectiveness of these services in Islington. This means a more holistic approach to 
smoking cessation rather than isolated strategies to reduce smoking. In other words, it 
is important to look at the broader context of the woman’s life and identify within that 
context what makes giving up or reducing smoking difficult and to address these 
difficulties.  
 
The need to include fathers in Sure Start programmes was important. The data 
indicate that women attempting to give up smoking during pregnancy would be 
helped if their partner also stopped smoking. Currently services seem to focus 
exclusively on women. In the interviews women indicated that their partners wanted 
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more opportunity to participate in Sure Start activities and more could be done to help 
them achieve this. Women who do not speak English often relied on their partners to 
translate. These women were often not informed of Sure Start activities by their 
partners. More could be done to help these fathers link into Sure Start activities and 
help these women to access Sure Start services. 
 
Breastfeeding and the mental health of women following birth were supported by a 
variety of different groups. For those women accessing and using these groups the 
qualitative evidence suggests they did help women to adopt the behaviours required to 
meet Sure Start targets but the groups did not suit everyone. Some women were not 
attracted to the idea of support groups and others had difficulty accessing them. This 
was particularly the case for women with toddlers as well as a new baby and for 
women who did not speak English who felt they would have difficulties 
communicating at the group or who were simply not informed about them by the 
person translating Sure Start information.  
 
For some women choosing not to use these groups, social support was available 
through family and friends and therefore they did not require this type of service to 
maintain their well-being. These women did not, therefore, necessarily benefit from 
the support to maintain breastfeeding apparent among the Hillmarton women who 
attended a group there. 
 
There was a major gap in service provision in meeting the breast feeding target in the 
postnatal care available to women both in hospital and in the community. Many 
women were not given information about the support groups until three or four weeks 
postnatally whereas support is needed most intensively in the first few days and weeks 
following birth.  
 
6.0 Conclusion  
The evidence from this evaluation indicates that both caseloading midwifery and 
Maternity Health Care Assistant roles impacted positively in enabling Islington to 
meet Sure Start targets, but that they worked in different ways. Caseloading 
midwifery impacts through one-to-one support and continuity of care which women 
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valued highly. Maternity Health Care Assistant roles facilitated access to Sure Start 
groups and programmes which were also valued by those women who accessed them. 
The Maternity Health Care Assistant role seemed to increase overall access to these 
groups. However, not all women choose groups as a preferred method of support. 
Both caseloading midwifery and the Maternity Health Care Assistant role also 
supported access to Sure Start services for women from ‘hard to reach’ and 
‘disadvantaged’ groups. 
 
Some gaps in provision were found in particular in the immediate postnatal period. 
These gaps indicated that the current organisation of maternity care, while providing 
high levels of user satisfaction and contributing to the effectiveness of Sure Start in 
Islington, was not optimising the capacity of the system to support women to adopt 
behaviours which would further improve Sure Start targets. Informing women about 
Sure Start programmes earlier in their pregnancy, improving postnatal hospital care 
and facilitating access to Sure Start programmes for fathers could increase further the 
effectiveness of Sure Start programmes. Problems with the quantitative data prevented 
examination of the effectiveness of these programmes at a population level but even if 
the quantitative data had been available this would not have guaranteed the statistical 
power required to detect changes in the behaviour of small groups of women.  
 
In moving to Children’s Centres it is important that the provision of maternity 
services in Islington replicates the key features of these roles if the achievements of 
Islington Sure Start are to be maintained. 
7.0 Key Recommendations 
 
7.1 Sure Start Targets 
7.1.1 Smoking Cessation  
- From this study it appears that the ability to reduce or stop smoking arises from 
personal motivation and appropriate psychological and social circumstances. 
Greater integration of smoking cessation services with Maternity services in 
Islington, taking a more holistic approach to the women’s needs, may improve 
outcomes. 
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- Partner/family members do not have the same motivation to reduce or stop 
smoking and should be included in attempts to reduce harm to the unborn and to 
aid the woman in giving up smoking. 
 
7.1.2 Breastfeeding  
- Support for breast feeding is needed in particular in the initial few hours and days 
in the postnatal care ward. The role of both caseloading midwives and the 
Maternity Health Care Assistant in the provision of immediate postnatal care 
needs to be considered. 
- The physical environment for hospital postnatal care should be reviewed and 
improved in line with NICE guidelines. 
 
7.1.3 Mental health  
The role of the Maternity Health Care Assistant in helping women with mild to 
moderate postnatal depression access a wider social support network needs to be 
supported and maintained. 
  
7.1.4 Diet  
Homeless women living in temporary accommodation need access to affordable 
healthy food outlets and/or more control over their kitchen space.  
 
7.1.5 Disadvantaged women  
- The partners of women who do not speak English need to be helped to understand 
their partners’ needs and to support their partner in accessing services. 
- Ways of increasing access to services for non English speaking women are 
required. 
 
7.2 Organisational Recommendations 
7.2.1 Sure Start Access  
- Women with older children need provision of care for these children in order to 
increase their ability to access services in Sure Start. 
- The Maternity Health Care Assistant Role plays an important function in bringing 
women into services, this could be done ante as well as post-natally.  
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- Inclusion of partners in general into Sure Start activities needs attention. 
Considering the outreach approach of Maternity Health Care Assistants’ success 
in recruiting women, a similar role for partners could work to include more men.  
  
7.2.2 Continuity of Care  
Many women interviewed from all three Sure Start areas highly valued continuity in 
their care, moves to un-integrated care in any of the hospitals may lessen women’s 
chances of getting this.  
 
7.2.3 Allocation of Service Provision  
Since over half of the women in Copenhagen use University College London Hospital 
whereas only one in five attend the Whittington Hospital, it is important for the 
registration and care of these women that any future enhanced services work with 
University College London Hospital. 
 
7.2.4 Staff Communication  
Multi-agency referral meetings are possible and are more likely to occur where there 
is shared staff such as existed between the Islington Primary Care Trust and Sure Start 
Copenhagen.   
 
7.3 Data Recommendations 
7.3.1 Working with Islington Primary Care Trust 
Once Islington Primary Care Trust has returned to a situation in which it has a 
functioning child health system, possible enhancements should be investigated 
- Investigation with Islington Primary Care Trust and local hospitals about the 
inclusion of information on smoking during pregnancy in the birth notification dataset 
forwarded to child health systems to provide data for monitoring at a population level. 
- Investigation with Islington Primary Care Trust about the feasibility of 
collecting information on breastfeeding at the four month immunisation appointment.  
- Investigation with Islington Primary Care Trust about the availability of 
mental health data collected by the health visitors and its integration or linkage into 
child health systems 
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7.3.2 Mental Health 
Further consideration of how postnatal depression and support for women is 
monitored across the Islington area.  
 
7.3.3 Staff Roles 
Managers of Sure Start Local Programmes to promote the importance of databases 
used for monitoring to all staff, including the role of staff in collecting data and 
providing feedback to staff from data that is collected. 
 
7.3.4 Sure Start Databases 
A more comprehensive review of the SmartStart and E-Start databases used by Sure 
Start Local Programmes is required to address particular issues with these systems, 
including distinguishing between antenatal and postnatal contact and discrepancies in 
standard reports. This could form part of a wider review of the information systems 
needed by children’s centres.  
 
7.3.5 Baseline Data 
In moving to Children’s Centres in Islington, accurate baseline data should be 
collected for monitoring the impact of programmes on outcomes for women, children 
and families. Where data do not exist, a co-ordinated approach is needed in working 
with services across the area to develop data collection and systems for recording.  
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